Client Living Environment and Stability Profile (CLESP)
. Please complete for clients at Time 1 and Time 2.

Please fax completed instrument to: (916) 654-3178
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Is the primary caregiver receiving any community-based services to help them meet the physical and

emotional needs of the child? OYes ONo O Unknown
If yes, please specify:

On the average, how often does the child attend school during a 5-day week? (Please only mark one. )
O Zero O One O Two O Three O Four O Five O Home Study O Unknown
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